Signal Metastasis in the Radius
Treated by Excision and Bone Graft R Dee FRCS (for D R Sweetnam FRCS) (Middlesex Hospital, London) A F, man aged 66 History: He had developed a painless swelling of the left wrist soon after a fall on the outstretched left hand ten months previously. It was gradually increasing in size. On examination: There was a pulsatile swelling, 7-5 x 5 cm, of the distal end of the left radius. The overlying superficial veins were engorged and there was an audible bruit; the swelling was not tender; movements of the wrist and radio-ulnar joints were full. Investigations: Hb 93%; WBC 6,200. Blood urea 42, calcium 10-2, phosphate 3-7 mg/100 ml; alkaline phosphatase 6-7 K-A units; acid phosphatase 1 9 K-A units; total protein 5 9 g with normal electrophoretic strip. Mid-stream urine showed no abnormality. X-rays: The lower end of the left radius was the site of an expanding lesion within the bone with well-marked coarse septa (Fig 1) .
The IVP was within normal limits with only the slightest suspicion of some displacement of the lower pole of the right kidney. A translumbar arteriogram was normal. Treatment: Biopsy excision of the tumour of the left radius and radiocarpal fusion was done on 11.3.65. The tumour was removed extraperi- osteally and a tibial bone graft was used to bridge the gap from carpus to proximal radial stump (Fig 2) . Histology of the tumour showed clear cell carcinoma suggestive of renal primary. 7.5.65: The right kidney was removed. A small tumour was found 4 cm in diameter and confirmed histologically as adenocarcinoma similar in appearance to that seen in the radius. Recovery from the nephrectomy was uneventful but the arm wound became infected with Staph. pyogenes resistant to antibiotics, initially penicillin and then lincomycin. Sequestrectomy of the separating tibial graft was delayed by the patient's refusal to undergo further surgery until 3.3.66. After removal of three bone fragments the wound healed within a month. 25.8.66: Ulnar-carpal fusion was done; the lower end of the ulna was fashioned into a chisel shape and inserted into a transverse cut in the carpus (Fig 3) ; bone chips were packed around the area and sound fusion was achieved in three months with an excellent functional result. There is no evidence of recurrence.
Comment
McClanahan & Bonann (1953) described 3 cases where the presence of an occult renal primary tumour was signalled by a skeletal metastasis. From a review of the literature they pointed out how frequently such a signal metastasis is solitary, justifying its removal together with the primary tumour. Sherman & Pearson (1948) described in detail the radiological appearance of renal carcinoma in bone. Most were lytic in nature but a small number showed a coarse internal honeycomb appearance which they called 'septate'. This characteristic appearance often causes diagnostic difficulties.
Neuropathic Arthropathy secondary to Atypical Congenital Indifference to Pain J A W Fitzgerald FRCS (for C W Manning FRCS) (Royal National Orthopwdic Hospital, London) T C B, male, aged 17 History: At 5, following a fall, the right ankle swelled and remained swollen; X-rays showed no bony injury but osteochondritis of the right tarsal navicular and bilateral calcaneal apophysitis ( Fig  1) ; there was no pain or limp. Several months later he developed a painless left-sided limp and further X-rays showed osteochondritic lesions of the head of the left first metatarsal (Fig 2) and the body of the left talus and distal epiphysis of the left tibia (Fig 3) .
Between 7 and 81 the boy sustained seven fractures of the long bones of the lower limbs. Four of them were diaphyseal and followed trauma and were painful; the other three were metaphyseal and painless, occurring without trauma: bilateral genu varum was noted and X-rays showed two such fractures in the upper tibial metaphyses (Fig  4) . At 12 years he sustained a fracture of the left elbow while wrestling. Since 1964 he has developed progressive neuropathic changes in the right subtaloid and midtarsal joints (Fig 5) which have become increasingly painful and unstable, ultimately necessitating arthrodesis. Similar changes have developed in the left knee following the removal of a large loose body in 1965 (Fig 6) .
It was noted that this boy had suffered headache and toothache. He had not suffered unrecognized burns or injuries to the finger tips or tongue; nor had he performed 'daring feats', as do many children with reduced appreciation of pain (full cl.inical neurological examination had
